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The Physical Examination in Psychiatry
Scott Patten, M.D.

The ph ysical examination is a neglected aspect o f th e psychiat r ic assessment. For example, a survey of ninety-eight practicing psychiatrists, conducted
by Patterson (1) in 1978, found that none of them routin el y performed ph ysica l
examinations on their patients. More than one-half o f th ese psych iat r ists
reported that they no longer felt competent to do so . One situation in whic h
ps ychiatrists do often perform physicals is while admitting patients to hospi tal.
However, the quality of these examinations is often poor (2 ,3).
An indifferent attitude toward the physical examination ha s pers isted in
psychiatry despite numerous publications emphasizing th e importance of med ical assessment (2-8). One reason for this may be th e predominantly negat ive
emphasis of the existing literature regarding the ps ychi atric ph ysical exam ination. In general, the literature is concerned only with th e ability of th e ph ysical
examination to exclude non-psychiatric disease. The physical exa m is rare ly
described in a positive sense as an opportunity to gath er use ful informatio n .
A negative attitude toward the ph ysical examination is not justifi ed within
the diagnostic framework supplied by DSM-Ill-R. In fact , DSM-III-R fr eque n tly
uses ph ysical signs as diagnostic criteria and implicitl y d emands a full p hys ica l
assessment as an inclusion or exclusion criterion for the majority of its di agn ost ic
categories. For example, if a non-organic diagnosis is to be made co rrect ly,
DSM-III-R requires that it cannot be established that an organic fact o r in itiated
or maintained the disturbance (9). Thus, strictly speaking, a non-o rga nic
diagnosis can only be made after an appropriate ph ysical assessm ent. T he
physical exam is as vital as, for example, the mental status findings .
This essay is an attempt to discuss the ph ysical examination withi n a
framework consistent with current diagnostic thinking in psychiatry. As such,
the essay will discuss the physical examination , not merely as a way of ruling o ut
organic disease, but rather as an important part of the psychiatric evaluation, no
different, conceptually, than the history or mental status ex amination.
The physical examination is important in the assessment of all psychi atric
patients, but it is nowhere more important than in the evaluation of patients with
organic mental disorders. Organic disorders can present with a wid e range of
symptoms and signs and, as a result, they enter into th e differential diagnos is of a
large number of psychiatric disturbances. The history and mental status find ings
of patients with organic mental disorders may be identical to non-organic
conditions. For this reason, a careful search for specific organic fac tors is
essential in the clinical approach to patients with symptoms whi ch co uld be
caused by an organic disorder. Such symptoms include mood di sturbance ,
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incoherence, delusions, hallucinations, personality disturbance, memory dis turbance or anxiety. Obviously, a large proportion of patients will have so me type
of organic disorder in their differential diagnosis. Many of the organic fac tors
which cause organic mental disorders produce physical signs. This mak es the
physical examination a very important part of the psychiatric evaluation in these
patients.
Delirium is a very common organic mental disorder. It is associated wit h
significant morbidity (10) and mortality (11) . The syndrome of delirium is
characterized by disturbed attention and disorganized thinking (9). The diagnosis is most often made on the basis of clinical observation and m ental status
findings . The treatment of delirium, however, is almost entirely d ependent
upon identification of the cause. Many causes of delirium will produce physica l
signs and the physical examination is therefore an important co m po nen t of th e
evaluation of delirious patients. Etiologic factors which ma y produce physical
signs include Wernicke's encephalopathy, alcohol withdrawal, h ypertensive
encephalopathy, hypoglycemia, shock, intracranial bleed, h ypoxem ia, meni ngitis, hepatic failure, focal central nervous system lesions, Vitamin B I2 d eficiency
and normal pressure hydrocephalus (12) . In many cases, the rapid d etection of
such factors by the physical examination, as opposed to waiting for laborato r y
and radiologic results, could reduce mortality and lessen the probability of
permanent neurological damage.
Another organic brain syndrome which necessitates a car efu l ph ysical
examination is dementia. The first priority in the assessment of a d emented
patient is the identification of reversible or treatable causes of the syndrome .
Approximately 20 % of dementias are reversible or partially reversibl e ( 13).
Some of the treatable causes of dementia can only be reliably d et ect ed with
specialized laboratory tests and some, especially the potential of medication
toxicity , can best be determined by the history. However, man y of the treatable
causes of dementia may produce physical signs and thus the ph ysical exam ination is essential for proper assessment. Such causes include nutritional d eficiencies, endocrine disorders, vascular conditions, head injuries, ch ro nic in fectio ns,
space occupying lesions and normal pressure hydrocephalus (14). In addition to
detecting etiologic factors, the physical exam may demonstrate positive evidence
of the brain disease itself. The deficits in higher cortical functioning ca use d by
dementia may be demonstrated through the bedside neuropsychological tests
which can be a part of the psychiatric physical exam. Such tests will include th e
testing of motor functions such as rapid alternating movements, motor persistence and praxis and also, sensory functions such as stereognosis and gra p hesthesia. In addition, primitive reflexes may be released in dementia and th ese are
best detected during the physical examination . The diagnostic crite r ia for
dementia in DSM-III-R contain neurological signs of higher cortical d ysfun ct io n
such as apraxia (9).
Intoxication is another organic mental disorder for whi ch th e ph ysica l
examination provides diagnostic clues. Slurred speech, nystagmus and fac ial
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flushing are all signs of a lco ho l into xication . Opioid into x icat io n often produces
pupillary co nst r ictio n . Mu scle ri gidity, h yperacusis, se nsory numbness and
increased pulse and b lood pr essure are signs o f phencyclidi ne intoxication.
Cannabis intoxication can produce co nj u nct iva l infusion and dry mo ut h . All of
these physical sig ns are d iagnostic criteria for the intoxication sta tes in DSMIll-R.
A var ie ty of drug withdrawal sta tes are characte r ized by ph ysical signs. The
ph ysical examination ca n provide diagnostic evid e nce, es pe cially fo r alcohol and
sedative-hypnotic withdrawal (tremor, fever and autonomic h yperact ivity) and
opioid withdrawa l (fever, sweating, pilo-erection and pupillary dilatio n). Again,
DSM-III-R uses physical signs as diagnostic cr iter ia for th ese di so rders.
Thus, the ph ysical exam ination can provide helpful or essentia l diagnostic
information regarding a large number of o r gan ic mental di sorders. I n addition
to this, the p h ysica l exam ination can contribute to the differential di agnosis of
non-organ ic versus organic conditions. One particular neurological tes t, the
face-hand test, ca n be used to help distinguish organic fr om non-o rga nic
psychiatric disorders. The face -hand test was o r ig ina lly d escribed by Fink,
Green and Bend e r in 1952 (17). Th e test is ba sed on th e principl e th at when
light touch stimuli are simultaneously applied to the ch eek and hand , patie nt s
with organic mental disorders freq uently report only th e face st im ulus. T hus,
the face-hand test is based on the neurologi cal phenomen on of ex tinction. The
test is usually conducted with the patient in a sitting positi on with hi s or her eyes
closed. The examiner touches the patient sim u ltaneo us ly o n o ne cheek (either
left or right) and the back of one hand (either left or right). The patient is th e n
as ked where he was touched. 1f the patient co r rect ly localizes both stimuli he is
awarded one point. Patients with a variety of o rganic mental d iso rders will
report only "left cheek" or "right ch eek" because th ey have ex t inguis hed the
hand stimulus. The test consists of ten consecutive face-h and stimulus pai rs and
is thus scored from zero to ten. A score of six or less is suggestive of an o rganic
men tal d isorder. One notable advantage of the face-hand test is that patient s are
unaware of their e r ro rs and therefore do not resist the test ing th e way th at some
patients with cognitive deficits ma y resist formal testing o f th eir co gnition.
Since its original description, the face-hand test has co me into fairl y
co m mo n use as a screening test for dementia (18 , 19). T he test ha s po tentia l
uti lity within the context of ge nera l psychiatry because of th e relat ively hi gh
prevalence of organic mental disorders in this population. However, th e test has
not been evaluated in a general psychiatry setting. We th erefore recentl y
conducted a study for the purpose of evaluating th e usefuln ess of th e face-hand
test in the asses sment of psychiatric inpatients (20 ). Th e stu dy in volv ed test ing
one hu ndred u nsel ected patients at the time of their admission to th e ge neral
ps ychiatry inpatient wards at the Ca lgary General Hospital. To avo id bias, the
test was administered b y a tester who had no kn owl edge o f th e circ umsta nces
surrounding th e patients' adm ission. Subsequently, a blind chart review was
carried out which recorded data regarding diagnosis, ingesti on o f psych o-active
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substances a nd toxicological testing from the hospital chart. On th e basi s of th is
blind chart review, pat ie n ts we re classified as having or not having an o rganic
d iso rde r. Seventeen percent of the sa mple had an organic diagnosis (specific
d isorde rs includ ed intox ica tion, dementia, delirium, organic perso nality di so rde rs, and organ ic d el usio na l d iso rd e rs). The face-hand te st was found to be 87 %
sensitive and 84% specific at identifying th ese disorders. The negative predicti ve
value of the test was 9 7%, ind ica ting that the face-hand test is particularly useful
for excludi ng th e presence of organic me ntal d isorders among psychiatr ic
in pa tie n ts. T he face-hand test ta kes less than a minute to perform and should be
a part of th e physical ex am ina tion pe r fo rmed on psychiatric inpatients at th e
tim e of th ei r admiss io n to ho spi tal.
A nother physical sign wh ich has pote nti al usefulness in psychi atry is
asterix is. As te r ixis is a flapping tremor whic h is classically described in hepatic
encep halopathy . Howeve r, asterixis may be prese n t in almost any type o f
metaboli c encep halopa t hy (a term roughly eq u iva lent to deliri um) and in drug
into xicati on sta tes as well (2 1). Ap p rox imately ten percent of medical inpatien ts
and more t han t wenty percent of pa tien ts reco ve r ing from general anaesthesia
ex hi bi t asteri xis (22) . It is our ow n experience that delirious patients and
patients who are o n high do ses of psyc hiatric medications commonl y ha ve
aste rixis. We have a lso o bserved asterixis in a sch izophrenic patient with out an
a ppare n t ca use for it. Asterixis in schizop h ren ia is of interest because asteri x is
may be ca use d b y hy perfu nc tion ing ce ntral d o pam ine rg ic systems (23) .
T he ph ysica l examination is thus very important in the asses sm ent of
patients wit h diffuse b rai n impai r ment d ue to delirium, dementia and intoxication . Bu t , the usefulness of t he p hysica l exa mination is not limited to th ese
disorders. The ph ysical exami na tio n is also essential for patients with those
orga nic mental disorders whic h can occur in a clear sensorium . Such disorders
include o rganic delus iona l disorders , o rgan ic hall ucinosis, organic mood di so rd ers, organic anx iety di sorde rs and organic perso nal ity disorders. These disorders ca n present with the sa me symptoms as d o co m mon non-organ ic disorders
an d th e refo re enter into the differe n tia l d iagn o sis of the majority of psychiatric
pati ents. In fac t , t hese o rganic mental di so rde rs may produce findings in th e
h istory and mental sta tus whi ch are ind isti nguis hable from no n-organic condi tio ns . The only way to diagnose o ne of th ese di sorder s, or to exclude such a
di agnosis, is to do a ca reful ph ysical assess ment.
Delusions are an ex am ple of a co m mon psyc h iatric symptom for whi ch a
ph ysical examination is requi red for assess ment. O fte n delusions are th e result
of non-organic mental di sorders suc h as schizop hrenia, delusional disorder or
maj or d epression with psych o tic features. Likewise, del usions can occur in th e
co ntex t of coarse bra in di sea se suc h as d elirium or dementia. Another ca use is
o rga nic d elusional di so rder. DSM -III-R d efi nes o rganic delusional disorder as a
dis tu r bance in wh ich p romi nen t del usions are due to a specific organic factor (7).
Obviously, th e physicia n must search for suc h specific factors if this diagnosis is
to be made co r rectly. Because the d istur bance occurs in a clear sensorium , th e
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mental status findings cannot reliably distinguish this disorder from the nonorganic causes of delusions. Some of the factors which ma y be responsibl e fo r
organic delusional di sorder are best identified through th e hi story (eg ., d r ug
ingestions) or through laboratory testing (eg., EEG abnormalities in tem po ral
lobe epilepsy). However, many of the factors responsible for o rganic delusio ns
will produce physical signs and thus be detected on ph ysical e xa m inatio n . Such
physically evident causes of delusions include: metabolic di sorders (h ypercalcemia, porphyria, etc.), endocr inopa th ies, d efici ency states (B I 2 , folate , nia cin ,
thiamin) , inflammatory disorders (SLE, temporal arteritis), hea vy metal tox icity
and central nervous system disorders (H u ntingto n 's di sea se , normal p ressu re
h ydrocephalus, neoplasms, etc.) (24). Proper treatment of o rganic d elusio nal
disorders depends almost entirely upon identification of th e underlying ca use
(25) .
Hallucinations are another common presenting complaint in psychi atr y.
The differential diagnosis of these symptoms include a large number of organic
and non-organic conditions. Organic hallucinosis is a mental di sorder wh ich will
be included in the differential diagnosis of most patients experien cing hall ucinations. Again, organic hallucinosis occurs in a clear sensorium a nd thus ca n not be
distinguished from non-organic conditions b y mental status testing. Most cas es
of organic hallucinosis are alcohol related (25) but hallucin ogen use is also a
significant cause (26) . Such causes of the disorder are probably more like ly to be
detected with the history than with the physical examination. However, ch ro nic
sensory deprivation is another important cause of organic hallucinosis (25). Suc h
hallucinations ma y represent release phenomena (27) . Th e intactness of th e
various sensory modalities, especially visual and auditory, should be screene d as
part of the physical examination in any patient experiencing hallucinati ons.
While delusions and hallucinations are common in psychi atric practice , an
even more common problem is that of mood disturbance . Mo od sym ptoms may
reflect a primary mood disorder or ma y be secondary to organic factors. Thus,
organic mood disorders are in the differential diagnosis o f most patie n ts
presenting with prominent mood symptoms. An organic mood disorde r ma y be
of the manic type or of the depressed type (26). Many of th e common cau ses of
both types of this disorder may be detected on the physical ex am inat io n . T he
organic causes of mania, which may be detectable on the ph ysical exa m ina tio n ,
include infections such as influenza (28) and Q-fever (29). In addition, ne oplasm s
such as parasagital meningeomas (30) or diencephalic gliomas (31) ca n produce a
manic syndrome. Right hemispheric damage and multiple sclerosis ca n presen t
as mania (25) and could produce detectable focal signs or soft neurolo gical sign s.
Likewise, many of the causes of organic depression ma y produce physical sign s.
Such ph ysicall y evident causes of depression include pancreatic carc inoma,
lymphomas, endocrinopathies, cerebrovascular disease , Parkinson 's d isease ,
pernicious anemia and collagen vascular disease (25). Thus, th e physical exam is
an important part of the diagnostic workup of depressed patients and a necessary
addition to the usual laboratory screening.
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Anxiety is another very common psychiatri c symptom . As with most
common psychiatric sym p tom s, organic syndromes are included in t he differentia l diagnosis of anxiety. Organic anxiety disorder is th e name given by
DSM-III-R to disorders in which prominent anxi ety is judged to be due to an
organic factor (9). The anxiety ma y be generalized o r may co nsis t of pan ic
attacks (9). Virtually all of the organic factors which can ca use t his disorder may
produce ph ysical sig ns . Th e most common ca use s are e nd ocri no pa th ies (hyperth yroidism, pheochromocytoma, h ypogl ycemia) a nd into xicatio n with stimulants (32). Organic anxi ety di sorder ma y a lso be ca used b y tum ors in t he vicinity
of th e third ventricle (9) . Numerous medical di sorders su ch as ch ronic pulmonary disease , collagen vascular di sease and demyelinating dis ease can present
with prominent anxiety symptom s as well (9) . The physical exam ination is an
important part of th e assessm e n t of patients with anxiety .
Organic personality disorder is defined as a persistent pe rso nal ity disturbance whi ch is due to a specific organic factor (9). The most co m mon cause of
this type of di sorder is structural brain damage (9). The ph ysical examination is
important in the assessment of these patients because t he u nd erl ying damage
may produce focal neurological signs, deficits in co r t ica l fu nc tioning (eg,
co ns tr uctio nal apraxia , motor impersistence , etc .) or release of primitive
reflexes. Thus, the physical exam ination co u ld be useful in d iffere ntiat ing
organic from non-organic personality dis orders. In ad d it io n, ph ysica l findings
might help to localize brain pathology in a patient presen t ing with this
disorder.
As I ha ve described, the ph ysical exam inatio n is necessar y to make a
di stinction between organic and non-organic mental di sorders. T h is d istinction
is an important one for the differential di agnosis o f vir tua lly all psych iatric
patients. However, th e physical exa mi nat io n is also very use ful for t he assessment of patients with esta blished non-organic di sorders. T here are th ree
important reasons for this. One reason is that th ere is a hi gh rate of coincident
ph ysical illness in psychiatric patients. Anoth er reason is that the physical
exami nat io n can p r ovide important diagnostic evid ence , even in non-organic
mental disorders. The third r ea son is th at the physical ex am is im po rta nt
therapeutically as well as diagnostically.
All available data indicate that there is a high rate o f medi cal illness bo th in
ps ychiatric outpatient (4,5,6) and inpatient (3 ,7) populations. In addition,
medical illness often remains undiagnosed in ps ychiatric patie n ts. O ne study
found that 4 3% of referrals to a psychiatri c clinic had at least one ph ysical illness
and that 46 % of these were undiagnosed by th e referral so urce (6). A nother
study exam ined the inpatient population of an Am erican sta te hospita l and
found medical illnesses in 80 % of the patients (7). In both o f these stud ies, the
medical illnesses strongly affected the psychiatric state of man y of th e patie n ts. it
is probable that some of these patients had what DSM-III-R would classify as
organic mental disorders (for example, when the disturban ce resol ves completely when the medical illness is treated) while other s had no n-organic
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di sorders wh ich were wo rsened in a nonspecific way b y medical illn ess. T he
reason for th e h igh p re val e nce of medical disease in psych iatr ic patients is, no
doubt, co mplex . It seems likel y, for exam p le, th at psychiatri c disease may alter
th e presentation o f illn ess, whi ch ma y interfere with di ag nosis. Some physicians
may not take physical co mp la in ts as se r io us ly in psychiatric patie nts as they do in
patients " withou t a psych hi story". Fo r whatever reaso n , it would seem that
psychiatric patie nts re ce ive su b-o ptimal m edical care (8). Ph ysicians with a
kn o wledge of psychiatric di sease sho uld be t he ph ysicia ns most ca pab le of
d ealing with th e co nfo u nd ing facto rs presented b y psych iatr ic illness in th eir
patients. The physical exam ina tio n, routinely performed upon admission to
hospital , is a go lden opportunity to screen for co inc ident di sease. However, th e
ph ysical exa mi na t io n must be a "co mp le te" ph ysical examination because
scree ning physicals have a ve r y low yield (7). Appa rently, very few ps ychiatrists
routinely perform ph ysical exams o n outpatients ( 1). A ll evidence about th e
extent of medical illness in th e outpatient population suggests that t hey shou ld
(6).
T he useful ness o f th e ph ysical exam ination is not limi ted to id e nt ifying
organic mental di sorders and scree ning fo r coi nc ident medica l d isease . In fact,
th e ph ysical exa m inatio n has a role to pl ay in ga ther ing informat ion about
non-organic ps ychiatric di sorders. Schizophr enics, for examp le, ex hibit more
neurological "soft sig ns " th an d o normal co nt rols or psych ia tr ic controls
(33, 34). Mo st o f t hese " so ft sig ns" (eg ., apraxi a , as te reognosis, agraph esthesia)
wo uld be elicite d durin g th e physical e xa m . So m e aut ho rs suggest that th e
freq ue ncy of neuropsychological signs in major fu nctio na l psych ia tr ic illnesses is
high enough to be of practical diagnosti c significance (35) . A not her group of
non-organic disorders which ma y produce physical sig ns are th e su bstance use
di sorders. Ph ysical stig mata of alc oholi sm suc h as spider nevi, testicu lar atroph y,
Dupuytren 's contracture and gynecomastia may sig nal an alcohol dependency
problem. Lik ewise, needle tract s ma y provid e ev idence of in tra veno us d rug use .
Anxiety disorders produce ph ysiologic stig mata of sympathetic di scha rge whi ch
se r ve as objecti ve signs of an xiet y. In fac t, DSM-III-R includes ph ysica l sig ns of
anxiety suc h as clammy hands and tachycard ia as di agnostic cri te ria for anxiet y
di sorders (9) . Patients with factitious di sorders may have n umerous abdominal
scars and bulimics ma y have a callus o n th eir finger fro m self-in d uced vomiting.
Scarred wrists may provide evidence of past suicide attempts. As tu te observation s made during t he ph ysical exa m ca n co n tr ib u te to the r esolu tion of many
diagnostic problems.
T he role o f the ph ysical ex am d oes not e nd wit h di agn osis. The ph ysical
exam inatio n pla ys an important role in psychiatric t herapeu tics as well. Ph ysical
signs ma y allow the detection of contraindications to psychiatri c treatmen ts. For
ex ample , certain deficits in intracardiac co nd uc t io n are con tra ind ications to
tricyclic antidepressants and low potency phenothiazin es (35) . T he qu inidi nelike acti vit y of these drugs slows intracardiac co nd uc tio n and can potentially
co nv ert a low grade co nd uc tio n d eficit in to a hi gh er grade one, inclu d ing thi rd
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degree heart block (35). An electrocardiogram is the most important method of
assessment of cardiac co nd uct io n but a reversed split of S2 (37 ), o r a find ing of
retinal hypertensive changes may raise suspicion (37) . Pregnancy is a relative
contraindication to all ps ychiatric drugs . In some circumstances, p regn an cy
might be detected on a p h ysical examination. The find ing of prostatic h ypertrophy shou ld prompt the p h ysician to select a medication with little an ti muscarinic
effect. Pap illede ma ma y signal a contraindication to e lec trocon vu lsive therapy
or ma y indicate lith iu m induced pseudotumor cerebri . Many side effects of
psychia tric medications suc h as goiter, in the case of lithium, o r ta rdive
dyskinesia and extrapyramidal effects, in the case of neuroleptics, ca n only be
followed b y repeated p h ysica l assessment. Numerous less co m mo n, but mo re
severe, side effects suc h as hepatit is, bone mar ro w suppression and th e neuro le ptic ma lig nant syndrome requi re p hysical exa mina tion for assessment.
T he role of the ph ysical exa mination in psyc hiatry is no different th an the
role of t he ph ysical exa m ination in other medica l specialiti es. Ph ysical assessmen t plays an important role in diagnostics and therapeutics in a ll fields of
me dicine. T he ph ysical exam ination has received less attention in psychi at r y
probably because of a tr ad itio na l be lie f that the body is unrelated to disea ses of
the mind. O f co urse, the available data in the liter atu re regarding ph ysical illness
in psyc hiatric patien ts is inco m patibl e with this belief. So are co n te mporary
trends in psychiatric therapeutics and the d iagnostic fram ew ork now in use in
psychiatry. It is likel y that these factors will lead to a higher profile for t he
ph ysical examination in psychiatry in the future . In addition , if psychi atr ists
become more adept at ut ilizing the ph ysica l signs which can test higher co rtica l
function , the physical examination is likely to become more specialized and
useful in psych iatry. In vest iga tio n of the significance and utility of specific
neuropsychological physical signs should be a priority in psychiatric re search. In
co nclusio n , the p h ysical examination is an important aspect of th e psych iatric
asse ssment and one which is like ly to increase in profile in co m ing yea rs.
REFERENCES
1. Patterson CW : Psych iatri sts a nd physical examinations: a sur vey. Am J Psych
135:967-968, 197 8
2. Rigb y J C, O swald AG: An evaluation of t he perfor mi ng and recording o f ph ysical
exami na tions by psychiat r ic trainees. Br J Psych 150:533-535, 1986
3. Sum mers W K, Munoz RA , Read MR, Mars h GM : The psychiatric physical exa mination . Part II : findings in 75 unselected psyc hiatric patients. J Clin Psych 42 :99-1 02,
198 1
4. Lima BR , Pai S: Concurren t medical and psyc hiatric disorders among sch izophrenic
and neurotic outpatients. Comm Ment Hea lth 23 :30-38, 1987
5 . Hall RCW, Popkin MK, et al: Physical illness presenting as psychiatric d isease. Arch
Gen Psych 35: 1315-1 320, 1978
6. Koranyi EK: Morbidity and rate of undiagnosed ph ysical illnesses in a psych iatr ic
clinic population. Arch Gen Psych 36:414-419 , 1979

20

J EFF ER SO N JO UR N A L OF PSYCHI ATRY

7. Hall RCW, Gardner ER , et al : Physical illness manifesting as psych iatr ic disease II.
analysis of a state hospital inpatient population. Arch Gen Psych 37:989-995, 1980
8 . Karasu TB , et al: The medical ca re of patients with psychi atric illness. H osp Comm
Psych . 3 I :46 3-472, 1980
9. Am erican Psychiatric Assoc: Diagnostic and Statistical Manual of Mental Diso rd ers,
Third Edition , Re vised . Wa sh. DC , American Psychi at ri c Assoc, 1987
10. Wise MG: Delirium , in T extbook o f Neuropsych iatry. Hales RE, Yudofsk y SC ., (ed .),
Washington DC: American Psychiatric Press, pp 98 , 1987
1 I . Weddington WW: The mortality of d eli rium: an under-appreciated problem?
Psychosomatics 23 : 1232- I 235, 1982
12. Wise MG : Delirium, in T extbook of Ne u ro psyc h iatry. Hal es RE, Yu dofsky SC. , (ed .),
Washington DC : American Psychi atric Pr ess, pp 89- I 03, 198 7
13. Well s CE: Chronic brain disease: an overview. AmJ Psych 24 :259-263, 1978
14 . Kiloh LG: The secondary d ementias o f middle a nd la ter life. Br Med Bu1l 42( I): I 06 110
15 . Taylor MA , Sierles FS, Abrams R: General Hospital Psychi atry. New York , The Free
Press, 1985
16 . T hom pso n TL: Dementia , in T extbook of Ne uropsyc h iatry. Hales RE, Yudofsky
SC., (ed .), Wa sh ington DC , Ameri can Psychi atric Press, pp 89- 103, 1987
17. Fink M, Green M, Bender MB: The face-hand te st as a d iagnost ic sign of organic
mental synd rome. Neurology 2:46 - 58, 1952
18 . Granick S: Psychologic assessment technology fo r ge r iatric practi ce. J Am Ger Soc
31(12):739-741,1983
19. Kahn RL, et al: Brief objective measures for th e dete rmi nati on of men ta l status in
th e ag ed. AmJ Psych 117 :326-328 , 1960
20 . Patten SB , Lam ar re Cj: T he face-h and test in gene ra l psyc hiatry. In print
21. Young, RR , Sh ahani BT: Asterixis: o ne type of negat ive myoclonus. Adv e urol
43:137-156 ,1 986
22. Leavitt S, T yler HR : Studies in asteri xis. Arch Neurology 10:360- 368 , 1964
23 . Plum F, Posner JB : The di agnosis of stu po r a nd co ma, 2nd ed. Phi lade lph ia , FA
Davi s, 162, 1972
24 . Cummings JL: Organic d elusions: phenom enology, an atomical co rrelations, and
re view . Br J Psych 146:184-197 , 198 5
25. St oudemire GA : Selected or gan ic mental disorders. In : Textbook of Neuropsych iatr y. Hales RE , Yudofsky Sc., (ed .), Wash in gt o n DC , A me rican Psychiatr ic Press, pp
125-139 ,1987
26 . Munro A, Bankalo A: Organ ic mental dis orders, in A Method of Psych iatry. Greben
SE, Rakoff VM, Voineskos G., (eds.), Philadelphia Lea and Febiger , pp 13 1, 1985
27 . Cogan DG : Visual hallucinations as a release phenomena. A rc h Klin O ph thalmo l
188 :139-150,1973
28 . St einberg D, H ir sch SR , Marston SD , et a l: Influenza in fect io n causing ma nic
psych osis. Br J Psych 120 :5 31-535 , 1972
29. Schwartz RB: Man ic psychosis in co n ne ctio n with Q- fever. Br J Psych 124: 140-1 43 ,
1974
30. Oppler W: Manic psych osi s in a case of parasagitaI meningeoma. A rch Neurol Psych
64:417-430 , 1964
3 1. Stern K, Dancey T: Glioma of th e diencephalon in a man ic pat ie nt. Am J Psych
98 :716 , 1942/ / 9 Z

THE PHYSICAL EXAMINATION IN PSYCHIATRY

21

32 . Mackenzie TB, Popkin MK: Organic anxiety syndrome. Am J Psych 140(3):342344,1983
33. Cox SM, Ludwig AM: Neurological soft signs and psychopath ology 1. Find ings in
schizophrenia.J Nerv Ment Dis 167(3):161-165,1979
34. Heinrichs DW, Buchanan RW: Significance and meaning of neurological signs in
schizophrenia. AmJ Psych 145:11-18, 1988
35 . Taylor MA , Sierles FS, Abrams R: General Hospital Psychiatry. New Yo rk , T he Fr ee
Press, pp 36 , 1985
36. Hyman SE, Arana GW: Handbook of Psychiatric Drug Therap y. Bosto n/ T oro nt o ,
Little , Brown and Company, pp 60-61 , 1987
37 . BurnsideJW: Ph ysical Diagnosis. Baltimore, Williams and Wilk ins, pp 157 ,1 98 1

